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Abstract
Nurse to Nurse Communication: Conveying the patient's story
Cheryl Fisher Laine
February 11.2010
_X_Field Project
The focus of this project is to gain a better understanding of report given from
nurse to nurse at the change of shift, in an effort to make this process more efficient and
satisfactory to the nursing staff. The importance of precise shift-to-shift communication
is essential to safe care for the patient. Shift report can be a multi-faceted process that
serves to provide nurses with vital patient information to facilitate clinical decisions and
patient care planning. A shift report also provides nurses a forum forfunctions, such as
patient problem-solving and collaboration. The author conducted a literature review
which indicates that current methodologies used to collect and convey patient
information are less than adequate and may contribute to negative patient outcomes.
The literature reveals significant rationale for pioneering new and innovative methods of
sh ift-to-sh ift commu nication.
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"The rnore elaborate our means of communication the /ess we communicate"
Joseph Priestly
"lt seems rather incongruous fhaf in a society of super sophrsficated
communication, we often suffer from a shortage of /isfeners"
Erma Bombeck
V
Nurse to Nurse Communication
Table of Contents
Acknowledgements
Abstract
CHAPTER 1. Significance of Project
Nursing theory 
- 
Watson
CHAPTER 2: Review of literature
Purpose of shift report
Content of shift report
Format of shift report
Nurses accountability
CHAPTER 3: Development of Practice Model
Background
Momentum for change
CHAPTER 4: Evaluation
CHAPTER 5: Discussion
Conclusion
REFERENCES
APPENDICES
A. Care Board
B. Report Template
TABLE
A. National Patient Safety Goal #2
ill
iv
1
I
12
13
16
17
20
23
30
36
39
41
44
45
2
vl
Nurse to Nurse Communication
Chapter One: Significance of Project and Theoretical Perspective
Many health-care systems use a conceptual framework to unify their thinking
about nursing practice within their facitity. Nursing practice can be based on the core
belief that the essence of nursing practice is the nurse-patient relationship. No matter
the context, or the external environment, individual care planning by nurse professionals
is a central need of patients. The participation of the nurse in decision-making,
collaboration, and communication comes from the primary relationship of the nurse and
patient. Without this relationship, nursing becomes simply the carrying out of tasks and
activities in virtually a void of essential information. The synergy that occurs within the
nurse-patient relationship not only benefits the patients but carries the potential for
providing an enormous source of professional satisfaction for the nurses (Curley, 1997)
Every day, every shift, in American hospitals nurses' tell the story of the patient to
another nurse during a nurse-to-nurse shift-change; so that care can continue as
smoothly as possible. The shift report also provides an opportunity for the on-coming
nurse to benefit from what was learned about the patient in the previous shift and to
progress the plan of care. This information exchange requires the nurse to know the
patient and the patient to know his/her nurse.
According to the Joint Commission (J. Odom-Forren,2OO7) a hand-off is defined
as "a real-time process of passing patient specific information from one ffiregiver to
another for the purpose of ensuring the continuity and safety of the patient" (p. 233).
The Joint Commission standards underscore the fundamental right and need for
patients to receive information about their care in a way which they can understand.
1
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Communication breakdowns, whether between nurses and their patients or each
other, are the primary root cause of the more than 3,000 unexpected deaths or
catastrophic injuries that have been reported to the Joint Commission (E. Marchesani,
2007). Because mmmunication errors account for more than 7oolo of sentinel events,
Goal 2 of the Joint Commission's National Patient Safety Goals (NPSGs) for 2006
reguires hospitals to "improve the effectiveness of communication among caregivers"
(p.43).
Written as a new requirement for Goal #2, lmprove the effectiveness of
communication among caregivers, this addition requires hospitals to implement a
standardized approach to hand-off communications and provide an opportunity for staff
to ask and respond to questions about a patient's care.
Table A
Joint Commission National Patient Safety Goal #2
2
Selected NPSGs & Related
Requirements
lmpact of Limited Health Literacy and
Communication lssues on
Compliance
Com m unie,ations-Related Sol utions
2E. lmplement a standardized
approach to "hand-off
communications, including an
opportunity to ask and respond to
questions
Hand offu to patients occur in every
patient encounter
1. to take medications
2. to encourage active
prevention praclices
3. to manage drronic
illnesses
4. discharge ftom a health
care setting.
1. Use clear language in
com m unications between careg ivers
and with the patient.
2. lncorporate effective
communications techniques, such as
"teach back" or "repeat back', and
limit interruptions.
3. lf a patient has limited English
proficiency, enlist the services of a
Nurse to Nurse Communication
Table adapted from The Joint Commission Guide for improving staff communication
Retrieved from http:www.jointcommission.org
Shift report among nurses has been defined as a system of nurse-to-nurse
communication between shift changes intended to transfer essential information for
safe, holistic ffire of patients (Riegel, 1985). lt is a crucial hand-off because nurses
who are going off-duty synthesize and convey patient information that is received and
used by nurses coming on shift. lt is a way to communicate pertinent patient
information and to facilitate the continuity of patient care. Nurses rely on the content
3
For patients with limited health
literacy, hand-offs can be
particularly perilous.
qualifi ed medical interpreter.
4. Encourage interactive
questioning
5. keep the communication patient-
centered
6, avoid inelevant details.
7. Smooth hand-offu between care
settings.
8. On discharge, provide the patient
with information about discharge
medications, diagnoses and results
of procedures and tests in written
and verbal language that the patient
can understand.
9. A simple follow-up call to the
patient by a doctor, nurse or
pharmacist can prevent post-
discharge errors.
10. Use technology that can
effectively transm it information
actross care settings and providers.
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and the accuracy of shift reports to make appropriate clinical decisions to prioritize and
plan patient care. Shaft mmmunications that are inaccurate, misinterpreted, omitted,
incomplete or biased may misdirect nursing surveillance, and lead to failures in
recognizing and preventing serious patient complications (Anthony & Preuss, 2002).
Although shift work is a common concept, nurses are not simply changing
personnel during this critical moment, change of shift signifles a time of careful
communication in order to promote patient safety and best practices. The risk exists
however for this critical opportunity of relaying important information to become
muddled by irrelevant information instead of focusing on the needs of the patient. Gaps
or discontinuities in care often occur when responsibility for a patient changes hands.
Central to the hand off communication is the information exchange that occurs
between shifts and among nurses. Recent changes in the healthcare environment have
demanded that nurses practice more efficiently. However, as nursing becomes more
complex and time-pressed; patient acuity has increased dramatically. This new reality
in nursing makes the communication of nursing care, during the patient's total hospital
stay, a difficult task given the context of high patient turnover and time constraints.
Simply put, there is more information to give in a shorter time period. The time involved
in shift hand-off complicates the issue as the feeling of pressure to communicate quickly
and succinctly is added to the mix.
Responding to the changes in reimbursement along with organizational
strategies to reduce length of stay, coupled with the use of temporary and part time
staff, there is less time for nurses to become familiarwith a patient's baseline status,
which could ultimately affect nurses'ability to readily detect a change in condition.
4
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Therefore, if a nurse is to rely on shift report as an informational foundation that
is used as a basis for the provision of patient care, it is imperative that measures are
taken to ensure that the information is congruent with patient status.
Parker, Gardner, and Wiltshire (1992), in their study conducted in a large
metropolitan hospital, found that nurses use shift reports as opportunities to validate
nursing decisions, define their role, mentor novice nurses, demonstrate clinical
expertise, cope with job-related stress, and shape team cohesiveness. These social,
psychological, and educational factors are woven into the process of shift reports and
as such, have become the accepted standard for practicing nurses. Therefore any re-
organization of the shift report process must consider a means of facilitating the
continuation of these ancillary purposes.
Patient's and families count on nurses to keep them informed, to listen to them to
ease their anxiety, and to protect them during their healthcare experience.
Communicating effectively with patients is a cornerstone of providing quality health
care. The manner in which a nurse communicates information to a patient can be
equally as important as the information to be conveyed. When mmmunication is
effective and productive, it is much more than a transactional exchange of information; it
is also an opportunity to convey caring and compassion, to reassure and to strengthen
the relationship between the nurse and the patient, and to forge a human-to-human
connection based on mutual respect and trust. From the patient's perspective, how
something is communicated is as important as what is communicated.
5
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Because of these high expectations of nurses, it's no wonder that nursing
performance; and more specifically, the nurse-patient relationship, is so central to
patient satisfaction and a quality patient experience.
The nurse-patient relationship sets the tone of the care experience and has a
powerful impact on patient satisfaction. Nurses spend the most time with patients.
Patients see nurses' interactions with other nurses and draw their own conclusions
about the hospital based on their observations. Without a positive nurse-patient
relationship there can not be patient satisfaction.
Patient surveys have demonstrated when communication is lacking, it is palpably
felt and can lead to patients feeling increased anxiety, vulnerability and powerlessness
(Atwood, J. & Hinshaw, A. 1982). Optimal patient communication is about conveying a
message and establishing a connection. Nurses want to be understood so that patients
will benefit from their expertise. However, nurses are continually surprised when
feedback from patients indicates that they did not communicate effectively.
The factors which are shaping the healthcare delivery system of the future
require that a professional nurse be proactive in providing evidenre that reflects how
nurses' impact a patient's level of satisfaction upon discharge, as well as the quality of
ffire received. By providing a level of care that is individualized, personalized, and
negotiated, a nurse can explore the patient's perceptions and expectations during their
hospital stay and establish a collaborative plan of care with the patient (Lyon, 1989).
Measuring patient satisfaction was first introduced in the nursing literature by
Abdellah and Levine (1957). A tool was developed to measure patient satisfaction with
nursing ffire and to investigate complaints regarding nursing care related to nursing
6
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shortages. As time went on satisfaction was increasingly recognized as a key indicator
of how patients respond to treatment. Patient satisfaction is a driving force that guides
healthcare organizations and medical practices to measure and improve the way patient
care is provided (Clark, 2003). Hospitals now compete against other healthcare
organizations to improve patient satisfaction to ultimately increase their market share.
Nurses have the greatest opportunity to influence patient satisfaction due to the
greater time spent at the bedside and could be the driving force that leads healthcare
organizations to improve patient outcomes thus increasing a patient's level of
satisfaction. A major determinant of whether or not a patient returns to a particular
hospital is dependent on the patient's experiences and the level of satisfaction felt upon
discharge.
The lnstitute of Medicine (lOM) has listed Patient-Centered Care (PCC) as one of
six national quality aims for improvement (Wolf, 2008). PCC is also referred to as
individualized patient care or negotiated care which focuses on the patient's right to
have his/her values and beliefs respected as an individual. A patient centered model of
care requires a nurse to be flexible, respectful and reciprocal when providing patient
mre. Providing a patient with understandable, relevant and timely information about
their care is consistent with the philosophy of patient-centered care. lf the patient's
expectations are not met this may, impact the health care organization's patient
satisfaction scores.
7
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Nursing Theory
The theory of human caring was developed by Jean Watson (1975). While
teaching at the University of Colorado, Dr. Watson combined ideas from her
background in nursing and education. She wanted to emphasis the importance of
nursing as it was generally overlooked as an important field in health. She recognized
that practices of human caring, embraced by the nursing field, were focused on
subjective inner healing processes. These processes are termed "carative factors".
Ten carative factors or caritas formulate the framework for providing nursing ffire.
Caritas is a Greek work meaning to cherish or appreciate something that is precious. lt
includes love but on a deeper transpersonal level of caring.
Watson's theory holds that every nurse should understand the relationship
between his/her personal traits and the professional requirements expected in the field
of nursing- The unique personal traits of a nurse should enhance the service of caring
and healing. Her theory is essentially a scientific approach to a caring process.
According to Watson (2008), caring is a process involving knowledge, action and
consequenres which can be used to incorporate caring into practice in any clinical
setting (p. 177). Caring is directed toward the welfare of the patient and takes place
when nurses respond to patients in a caring situation. Patient satisfaction, as one of the
ultimate validators of effectiveness and quality of care, is defined as the patient's
opinion of the care received from nursing staff working in hospitals (Hinshaw & Atwood,
1eB1).
As most health care systems around the world are undergoing major
administrative restructuring, the risk exists to expose ourselves to the dehumanizing of
I
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patient care. The changes in the health care delivery systems around the world have
intensified nurses' responsibilities and workloads. Nurses must now deal with patient's
increased acuity and complexity in regard to their health care situation. Despite such
hardships, nurses must find ways to preserve their caring practice. lf we are to consider
caring as the core of nursing, nurses will have to make a conscious effort to preserve
human caring within their clinical practice. Nurses will need to embed the caring into
the technology currently available at the bedside. Caring endorses our professional
identity within a context where humanistic values are constantly questioned and
challenged. Upholding these caring values in our daily practice helps transcend the
nurse from a state where nursing is perceived as just a job to that of a gratifying
profession. Keeping caring, as the basis for nursing practice, not only allows the nurse
to perform the art of caring, but also to offer compassion to ease patients' and families
suffering, and to promote their healing. Caring relationships and caring environments
preserve the dignity, wholeness and integrity of individuals (J. Watson, 2008). Thus
caring could be associated with patient outcomes, including patient satisfaction.
Jean Watson nursing theory is important in the development of a patient
centered model of care. Watson holds the "caring" as an essential skill for nurses.
U si ng he r theo 
" :'"H; -"," 
"'i ::l::',;- ;'."#ffi Ilffi t onsh p
with the patient.
2. Accountability; provides that all healthcare staff uphold the vision for
the patient.
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3. Collaboration: Honoring the diversity of the care team along with the
patient.
4. Team work: Allowing nurses to be open to new ideas
5. Caring: Being authentically present.
lnviting the patient into the bedside conversations reveals the degree to which caring is
practiced on a daily basis. ln this relationship the nurse goes beyond the objective
assessment and the carrying out of tasks presumed to benefit the patient. lnstead the
nurse possesses a consciousness of caring that seeks to understand the patient's
perspective. This awareness results in a caring momenUoccasion, where there is true
spirit to spirit connection (Watson, 2008).
HCAHPS (Hospital Consumer Assessment of Healthcare Providers and
Systems) survey is a nationally standardized survey of hospital patients that will capture
patients' unique perspectives on hospital care. lt allows consumers, for the first time, to
compare hospitals based on measures of how effectively they are satisfying patient's
needs and expectations.
First, the survey is designed to produce comparable data on patients'
perspectives of care that allows objective and meaningful comparisons among hospitals
on topics that are important to consumers. Second, public reporting of the survey results
is designed to create incentives for hospitals to improve quality of care. Third, public
reporting will serve to enhance public accountability in health ffire by increasing the
transparency of the quality of hospital care provided in return for the public investment.
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The HCAHPS survey is composed of 27 items: 18 substantive items that
encompass critical aspects of the hospital experience (communication with doctors,
communication with nurses, responsiveness of hospital staff, cleanliness and quietness
of hospital environment, pain management, communication about medicines, discharge
information, overall rating of hospital, and recommendation of hospital). By providing
information about patient's experience of care, hospitals are continuing their efforts to
be even more transparent about the quality of care they provide.
Prior to the implementation of TriCare, the unit' HCAHPS scores were showing a
decline in patient's willingness to recommend Regions Hospital to family/friends. ln
further investigating the reasons behind the low scores the unit also learned that
patient's were very dissatisfied with the lack of information they were receiving, the
perceived lack of nursing presence on the unit durlng shift changes and an overall
sense of not being well informed as to their plan for the day.
Augsburg College Library
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Chapter 2: Review of Related Literature
Purpose of Shift Report
Gaps or discontinuities in care often occur when responsibility for a patient
changes hands. Gaps in care can occur anywhere, even if a hospitalized patient never
leaves the bed. Change of shift report represents a commonly occurring hand-off that
could contribute to gaps in patient care. The transfer of patient accountability and
responsibilaty highlights an important function of shift reports, where accuracy,
completeness, and timeliness of information must be conveyed. For example, the
failure to communicate a patient's allergy can have a devastating outcome. One such
case resulted in the death of a man who was given penicillin although he had informed
the nurse of his allergy to penicillin. The nurse recorded the allergy but did not
communicate it to other members of the health care team. The patient received
penicillin and died from an anaphylactic reaction (Clancy, 2006).
lneffective communication places patients at greater risk of preventable adverse
events. lf a nurse does not understand the diagnosis or treatment plan an untoward
event may occur. Nursing shift report enhances the continuity and quality of nursing
ffire by providing information on nursing assessments, and specific nursing
interventions and goals for the next shift. They are important for ensuring and
maintaining continuity and quality of patient care as well as complying with professional
standards and legal requirements. (Zojonc & Adelmann, 1987)
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Content of Shift Report
Shift report is a comprehensive process that serves to provide nurses with vital
patient information to facilitate clinical decisions and patient ffire planning. A shift
report provides nurses with a forum to identify patient issues, the ability to be able to
collaborate with peers to determine appropriate interventions, and the transfer of patient
accountability and responsibility.
Mechanisms used to collect and assimilate patient data in preparation for a shift
report include the use of the components of paper charts, the use of computerized
records, and personalized report tools. Parker et al (1992) also concluded that, in some
cases, nurses rely solely on their memory as a repository of patient information. The
main function of the nursing shift report is one of communicating vital information about
patients from one shift of nurses to another.
Given that nurses have been on the forefront of technology for decades, a logical
process would be to take full advantage of computer technology to facilitate shift report.
An electronic medical record (EMR) is a collection of health information about an
individual patient. It is a record, in digital format, which is capable of being shared
within different health ffire settings along the continuum of caregivers. EMR systems
promote standardization of care and reduce the potential for errors in care delivery.
Once information is entered into the patient medical record it can be stored there
indefinitely. This capability allows nurses to retrieve historical information on their
patient to reduce the need for patient's to have to recall important information. For
example, nurses are part of a care team and need to verbally transmit information to
their colleagues at the end of their working shifts. The use of computers has been
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shown to reduce the time devoted to the end-of-shift repoft, and this change in workflow
may have been a strong incentive for nurses to become efficient users of the system (D.
Mason, 2004).
One of the most frequent errors during a shift report is inadvertently omitting
critical safety information. We often think that the oncoming nurse will get this
information somewhere else or by some other method. The EMR is a concise and
consistent system for all caregivers to have access to the same information. Nurses are
able to continually update the patient medical record throughout their shift. Not only
does this improve the accuracy of the patient information it also allows the patient's care
team to have access to an updated medical record continually. Change of shift report
is one of the most critical times we have to communicate accurate information about the
patient's status and the plan for future care.
With the use of computerized physician order entry (CPOE) patient's medical
order's can be continuously updated by providers even though they are not physically
present at the bedside. Physicians are able to use any computer to access their
patients'rnedical record, including their home computer. Rounds can be virtual; based
on the use of technology, which means a physician can be in his home in front of a
computer screen assessing and analysising data to be able care for his patient. This in
turn allows the nurse to update the plan of care based on current information anytime
rather than waiting to contact the physician by phone or waiting until the physician
arrives on the unit.
However, a review of the literature failed to locate a shift report that was
predominately technology driven, with no reliance on the handwritten tools or on manual
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data retrieval. An inherent aspect of shift report is assimilation of objective patient data,
which in turn, generates subjective statements. The death of a 17 year old girl, which
was reported by Canadian news media, involved an inexperienced and overwhelmed
nurse. The nurse noted an elevated pulse rate, an elevated respiratory rate, and a low
blood pressure. However, during the shift report, she reported that the patient's vital
signs were "stable" (Clarke & Aiken, 2003). Having the actual vital sign data as part of
an automated shift report would have instantly alerted the oncoming nurse to increase
the surveillance of this patient because her vital signs were certainly not "stable" as
reported. The EMR allows for nurses to print up an accurate shift summary which
supplies up-to-date information compiled form the nurse's documentation of the patient
condition.
Forgotten Do Not Resuscitate (DNR) orders, lost lab results, misinterpreted
treatment orders, wrong patient information; this Iist of potential fumbles in patient hand
offs can go on and on. ln the course of the hospital stay, a patient's care is frequently
handed off from one caregiver to the next during a shift change. Patient's also transition
to different care settings or discharge to home. All of these scenarios create opportunity
for error, that relate primarily to communication breakdowns (L. Landro, 2006).
Because of the prevalence of miscommunication that puts patients at risk during
hand-offs, practitioners are encouraged to use clear language so that key information
about a patient cannot be misinterpreted and to utilize communication techniques such
as "teach back" to ensure common understanding. Teach back involves either the
patient or the next care giver to give a summary of what they heard and repeat it back.
This allows time for clarification of the original message and also for any appropriate
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questions to be asked. Reports should support the development of consistent,
collaborative nursing interventions across shifts; they should summarize and
communicate current information about the patient's status, needs, treatment plan, and
responses or outcomes to treatment (Arora & Johnson, 2006).
Another identified problem is the Iabeling and stereotypical categorizing of
patient's and families. This fondness of nurses for patient labeling is well documented
and concern has been raised that such preconreived judgments may impair nurses'
objectivity (Parker et al., 1992). ln addition, patient's labeled as difficult have been
shown to have less nurse-patient interactions, resulting in a decreased level of nursing
care (Leske, 1995). By developing a standardized reporting system, including the
communication hand off occurring at the patient bedside, will reduce or eliminate the
nurse's personal bias from entering into the information exchange. Nurses will be
required to go to the patient's bedside to discuss the off-going shift's interactions, along
with explaining the plan of care for the next shift with the patient present.
The unintended result of pushing shift report to the bedside was the ability for the
off-going nurse to say goodbye and introduce the on-coming nurse. This one small step
in the hand off process has opened the door for the trusting relationship to begin.
Patient's can feel assured that someone is taking over their care.
Format of Shift Report
Recently many bedside nurses have found fault with a verbal and/or taped report
and feel that it has outlived its usefulness. Hopkinson (2002), found that nurses wrote
down less than half of the information provided during the course of taped report and
that recall of verbal report data was limited lo 27Yo. He further reported that a pr.imary
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motivating factor for investigating the format of shift report has been to improve the
efficiency of the process, improve the relevance of informational content, and decrease
the nursing time committed to the process (p. 17).
Nurses began their shift in a break room, sipping coffee, listening to a taped
recorded update on the patients. This process was usually casual and often time-
consuming. Up to an hour could elapse before nurses connected. With the previous
shift heading out the door and the incoming shift occupied in the break room, nurses
were sffirce on the unit, on-coming nurses went through a process of "finding" each
other to get report for their patients. This process resulted in hospital activities on hold
and patients reporting a void in nursing presence. lt seemed like everything was
backed up before it started.
Baldwin and McGinnis (1994), concluded that taped report was ineffective,
promoted excessive overtime, and pulled nurses away from the bedside. The nurse's
time was monopolized, thus limiting their ability to respond to the needs of the patient
during shift change (p. 62).
Reports have now evolved from a room full of staff listening to a report on every
patient, to one-on-one verbal report at the patient bedside. Regardless of the mode
chosen, all modes should allow face to face time to ask and answer questions.
Nurse Accountability in Relationship to Report
Shift report signifies the transference of patient responsibility from one nurse to
another. An innate concern of this transference is whether nurses feel adequately
prepared to assume this responsibility. Nurses have commented that an incongruence
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between the information provided and the actual status of the patient has lead to
mistrust of the verbal information given at shift change.
Nurses are accountable for assigned patients as soon as they receive report.
However, in most instances, they have not even seen the patient. Nurses have
reported, "l rnust see and talk with the patient to feel that I know them", (Currie, 2002 p.
4).
The common adage "knowledge is power" is particularly apt in the acute care
setting. Patient's frequently express feeling overwhelmed, situated in unfamiliar
surroundings, and feeling they have little control over their bodies, their routines and
their well being. lf a patient does not understand the implications of his/her diagnosis
and prevention or treatment plans, an adverse event may occur. Care cannot be
patient centered if at does not effectively involve the patient. Patient-centered
communication engages the patient and fosters understanding by poftraying the
medical information within the context of the patient's Iife. Caregivers who carefully
listen to questions and conrerns, and provide thorough, clear explanations can
considerably aid in restoring patients' sense of control. lf patient's feel they are not
being listened to, they will likely be less inclined to speak up, to make their needs known
and to ask questions about their care.
The scientific language of medicine is often a barrier to patient understanding
since patient's typically have a far less expansive health vocabulary than their
caregivers. Plain language and terms in common usage should be used in place of or
to explain medical terminology, for example using high blood pressure instead of
hypertension; fever instead of febnle; by mouth instead of orally.
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The use of the EMR has pushed the technology out to every provider at the
same time. No longer does the nurse have to wait for the physician to be done with the
chart to be able to gather information on his/her patient. EMR allows multiple users to
access information at the touch of a mouse. Variables such as illegible handwriting and
delayed orders are a thing of the past. lnformation is downloaded into the patient's
record in real time.
Better patient understanding can lead to improved patient outcomes and a more
satisfied patient. Building in processes and mechanisms to customize and personalize
the patient experience is a key strategy for overcoming the feat, anxiety and stress
associated with being in the hospital. Encouraging patient involvement and
empowerment, including patients and families in the experience and focusing on how to
create a more home-like experience are ways nurses may begin to reframe past
practices.
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Chapter 3 Development of the Practice Model
Background
The initial blue print for this process change came after hearing about the
importance of involving the patient in the plan of care, as a way to improve patient
satisfaction scores, at a NRC Picker conference in late 2007. After being inspired by
the content of the conference information this author set out to create an innovative,
patient-centered approach to nurse to nurse shift hand-off or shift report. These ideas
would come to be known as TriCare, a reporting system that standardized the hand-off
communication between nurses at the change of shift. TriCare bedside report was a
culmination of ideas and brain storming, intended to address the very real concern that
patients were reporting a disconnect with how they were receiving important information
about their care, feeling a lack of nursing presence during shift change, and a general
sense of vulnerability during an in patient hospital stay.
ln investigating this feedback, using patient satisfaction questions from NRC
Picker, the post surgical step down unit, in this trial, discovered a significant drop in
patient satisfaction scores especially as they related to patients feeling that they had
enough information about their ffire to make them feel safe.
Nurses were also feeling disconnected with the quality of information that was
being Gommunicated during the shift change along with a feeling of "chaos" that occurs
at change of shift on in-patient care units. Nurses know their hand-off reports are
important" Most develop a system and even forms for taking report. lt's vital to pass on
all important information but not superfluous information because timeliness is a vital
aspect of their jobs. This is a fine balancing act. The associated risks frequently are
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unappreciated until there is an adverse event. These events are often determined to be
due to miscommunication between providers during a transition in patient care (Brown,
2007).
The majority of inpatient medical/surgical units at the Hospital were using varying
practices for conducting traditional change-of-shift reports. Some units were using tape
recorded report to the entire team, others had a hand written sheet handed out to every
nurse, and still other units were able to spend a few minutes of face to face time with
the off-going nurse. Regardless of the kind of report, none of the current systems
allowed the nurse to have the ability to discuss the patient status and to have a face-to-
face meeting with the off-going nurse much less the patient.
TriCare Report was developed in late 2007 as an easy to use model for
improving communication by promoting active and ongoing involvement of patients in
their plan of care on a daily basis. The design is also intended to promote patient
confidence in their caregivers and to help reduce anxiety conrerning the hospital stay.
Family members who are in the room at change of shift are also welcome participants in
the process if the patient indicates.
lhe surgical cardiac unit involved in this project is a radial nursing unit
with a total of fifteen private and semi-private beds. The staff includes registered nurses
(RN), Patient Care Assistants (PCA) and Health Unit Coordinator (HUC). Unit staff also
includes a nurse manager, a unit-based educator and a clinical nurse specialist. A unit
based practice council (UPC) includes I staff RN's who are empowered by the nurse
manager to make unit-based changes in order to ensure best practices. Prior to the
implementation of the new nurse-nurse bedside report, known as Tricare, the off-going
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nurses utilized a tape recorder to convey information to the on-coming nurse. This
exchange occurred three times a day, at shift change, whereby the on-coming nurses
listened to report in a room adjacent to the nursing unit. This process generally lasted
for thifi minutes. Nurses often had handwritten reminders and notes, and used a
variety of practices to gather updated patient information after Iistening to the taped
report. The variation was significant, with some nurses writing notes on nrp*ins, and
others giving very basic reports to nurses. These "dissertations" shared with one
another made it difficult to prioritize the information that was being communicated.
Patients were not involved in the report process.
Change of shift report at Regions hospital begins before the on-coming shift
arrives for duty. The off-going charge nurse determines the patient care assignments
so the new nurses know who their patients are as soon as they arrive on the unit. Once
the on-coming nurse receives his/her assignment he/she finds a computer and reviews
the patient's medical record and prepares any questions for the offgoing nurse. The
two nurses then proceed to the bedside where the exchange of information would
happen. The plan of care for the shift is discussed, including the current status of
pending tests, medications, lV's and any other important information with the patient
involved, allowing for questions if needed. This practice established a clear and defined
transfer of care. The patient was assured that another nurse was well informed to be
able to safely accept the care of the patient. This was also an opportunity for the off-
going nurse to say good-by and introduce the on-coming nurse. The transition of ffire
was seamless.
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Momentum for Change
Prior to implementing the change in report process, a review of the units' current
patient satisfaction results was cnnducted. The staff discovered compelling rationale,
based on patient's comments, for pioneering a new and innovative method for shift
report. The unit practice council (UPC) identified three major mncerns indicated by the
patients, a) patients reported a lack of nursing presence at the change of shift; b) lack of
understanding about what to expect during the shift; and c) not understanding what the
plan of care was during their hospital stay.
The process of change is complex and usually filled with challenges. To guide
this change process, a conceptual framework of Lewin's change theory was used to
guide the change from an already-established practice of report in the nurses break
room to a total elimination of the taped report. The new process lnvolved the hand-off
occurring at the patient bedside involving both the patient and the family in the
knowledge exchange.
Lewin (1951) identified three main stages in the change process.
Unfreezing Stage Objectives (To recognize the need for change. To build trust.
Ta encourage participation.
lnitial meetings with the unit practice council had four objectives:
a) lntroduce the concept of nurse-to-nurse bedside report: this would occur at
the patient bedside involving both nurses and the patient.
b) Address the staff concerns related to privacy during a handoff occurring at the
bedside: initial response from staff was the concern of private information being
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discussed about the patient where another patient could over hear. This was a
bigger mnmrn in semi-private rooms.
c) lmprove patient satisfaction scores related to patients feeling involved in their
treatment plan: developed a bulletin board with monthly updates of the unit
progress in improving patient satisfaction.
d) Provide staff with an opportunity to interactwith the off-going nurse to make
sure all important information is communicated: By making this the new report
style nurses were invited to participate in the face to face report. This addresses
the staff mnffirn of not having all the appropriate information to safely care for
the patient. This strategy also allowed the offgoing nurses an opportunity to talk
to the next nurse.
To help roll out this concept to the existing staff members, the UPC set up
mandatory meeting times during which time staff members could Iearn about the
concept of the report change, see the patient satisfaction scores related to information
sharing and finally to understand how this process change would impact their work flow.
The UPC developed several self learning packets describing different patient scenarios
so staff could practice what pieces of information should be passed along at the patient
bedside. Some of the initial staff concerns still continued to be related to violating
Health lnformation Portability Privacy Act (HIPPA) as it related to discussing private or
sensitive information at the patient bedside within earshot of another patient or family
member. To help staff come to terms with this issue the unit had the patienUfamily
advisory board give a presentation on real life experiences of being in the hospital.
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Former patients encouraged the staff to be as open and honest as possible when
providing information. This strategy was successful in alleviating the fears of the staff.
Our second objective related to improving patient satisfaction scores. Unit staff
was encouraged to review satisfaction scores related to specific questions on the
patient care survey. The unit reached consensus on two questions to help determine
SUCGCSS.
1. Patient's confidence and trust in the nursing staff, providing
emotional support
2. Would you highly recommend the hospital to family/friends?
A dedicated bulletin board was established so nurses could see the progress in
the patient scores. A baseline score was posted and updated monthly by the
nurse manager. Whenever there were specific comments related to TriCare
those were shared separately. After the initial hesitation many of the staff
committed to trying something new.
Moving $tage Objectives (Io plan the change- To initiate the change. To revise
the process based on feedback).
The current unit practice was for the on-coming shift to Iisten to the taped report.
During the taped exchange of information the nurses would take notes on a report sheet
listing out important pieces of information, and then they would come out to the unit to
begin further preparation for their shift. Rarely did the on-coming nurse immediately go
into their patient's room or have any type of face to face interaction with the off going
nurse in which information could be discussed and questions shared.
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The UPC identified the following objectives: a) work with the existing electronic
medical record to create a RN shift summary which pulls in objective information
included in the patient medical record. b) develop a report template to use when
providing a brief voice mail report for the benefit of the entire staff and c) design a "care
board" to use as a guide to provide patients/families with information about their plan of
care.
The template for the RN shift summary was developed with the help of the
lnformation Systems and Technology (lS&T) department. The purpose of this form was
to pull out information already available in the patient's medical record so the nurse
caring for the patient would have basic knowledge of the patient. Some examples on
the form include: patient name, age, diagnosis, allergies, past medical history, overdue
medications along with the most recent set of vital signs.
fhe lS&T department was also instrumental in setting up the voice mail box for
the off-going nurse to record a basic synopsis of the shift" At the start of the shift the
on-coming nurse stopped at the charge nurse desk to receive their patient assignment
for the day. This was completed by the previous shift charge nurse, based on
competency of the nursing staff, patient diagnosis and patient acuity level to assure that
the nurse would be able to safely care for the assignment. The general nurse to patient
ratio is 4:1. After the nurse reviewed their assignment they would find a computer and
telephone to dial into the voice mail report system and listen while reviewing the RN
shift summary to prepare for the face to face hand-off.
The final phase of Tricare is the updating of the "care board" along with verifoing
information essential to progression of the plan of care. This practice of exchanging
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information at the patient bedside allows the patient the opportunity to ask questions
and for the nurse to assess the patient's understanding of their plan of care. The care
board is a standard dry erase board which is positioned by the patient bedside and is
easily visible for the patient and family. Examples of information, on the board, include
the plan of care, caregiver names, questions for the doctor, name of the doctor in
charge of the care, and discharge date and time. "Who's my Doc" cards containing brief
biographical information and a photo of the physician is inserted on the care board
behind a clear plastic sleeve.
A letter to patients is included in the admission packet that explains how the
bedside report works. Patients who are sleeping are not awakened for the bedside
report unless they request to be awakened. The bedside report is done even if the
patient is confused as the assumption is the patient may understand more than staff
anticipates and it will at least provide an opportunity for staff to introduce themselves
and to say goodbye.
Unless the nurse is bilingual, patients for whom a language interpreter is needed
are saved until the end of the report and the nurses are either accompanied by the
interpreter or the ATT language line is used via telephone at the bedside.
Refreezing Stage Objectives (To integrate the change into practice)
Early in the trial phase nurses remgnized the advantage of the TriCare repofting
process. ln several instances the rapid response team was called at the time of
bedside repoft as a sudden change in patient status was noted. The TriCare report
promotes quick identification of a change in patient status. Nurses report that the ability
to Ieave one nurse at the bedside to initiate ffire or resuscitation while having the
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second nurse available to immediately get help or needed supplies has proved highly
advantageous.
The successful implementation on the step down unit has cascaded throughout
the facility with all inpatient units using this standardized system for patient handoffs. A
DVD was developed illustrating the steps of TriCare and the updating of the care board.
This is now a consistent part of new employee orientation as the standard of practice for
nursing units.
These stages guided the implementation of nurse-to-nurse bedside report,
giving the UPC inslght into the change process and the ability to anticipate potential
challenges.
The impetus for change closely related to nurses wanting to impact patient
experiences and improve patient satisfaction scores. Bourne (2000) identified three
patient-centered positive outcomes associated with nurse-to-nurse bedside report: (a)
patient empowerment, (b) patient involvement, and (c) patient becoming an additional
resource in diagnosis and treatment.
The relationship between patients and their families and members of the clinical
team is the heart of care delivery. lt is through understanding of patient's needs, history
and life experiences that the nurse can see the patient as a unique human being. By
bringing the dialogue to the patient's bedside the nurse is extending an invitation for the
patient to participate in the decisions that affect their care. lt also makes real the fact
that patients yearn to learn more about the plan of care.
Active listening is the most important factor in determining a patient's overall
evaluation of an inpatient hospital experience, and a mre behavior exemplifying patient-
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centered care. Communicating effectively has been associated with numerous benefits
to patients including improved clinical outcomes, reported positive patient experiences,
increased patient understanding, retention of information and adherence to the
prescribed treatment reg imens.
Patients prefer mre providers who listen to them carefully, thereby maximizing
the potential for the health needs and concerns to be accurately and completely
understood by their provider. ln a healthcare context, the focused actions of a provider
to receive thorough information from the patient's perspective and then to reflect back
and validate their interpretation of that data, is foundational to the establishment of a
healing patient-centered relationship (Caruso, 2007).
The TriCare report process is a systern of several ideas that come together to
create a nurse shift change that is:
./ Patient centered - warm and friendly for the patients/families
,/ Patient safe - hand offs are verbal and face to face, and engage the patient
,/ Team centered - increased the strength of the team across shifts
{ Efficient - Nurses are "ready to go" on arrival (no waiting for assignments)
{ Focused - Nurses prepare and receive their patients only.
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Chapter 4: Evaluation
Implementating change in an environment as complex as healthcare can be an
overwhelming venture. People cannot control change but can control transition or how
they respond to the external change. Inundated with changes on a continual basis, staff
nurses seek to exercise some control over this environment by developing and adhering
to routines, thus controlling the transition or internal change. Nurses claim this assists
them in ensuring tasks are completed and identified patient care needs are not left
undone or missed. Most staff members prefer to hang on to the comfort of these
routines or "statue quo" even if the current processes are frustrating and ineffective.
Other staff member harbor cynicism and pessimism because of past failed efforts of
change regardless of the reasons, thus making the transition process harder.
ln addition, change can be hampered by the lack of a shared vision. Without a
clear direction in mind, a suggestion for change has no context to the team of staff
members. As people go through the transition, a clear vision keeps them focused on an
end goal of what is to be accomplished (Caruso,2007). Having measurable outcomes
Iike patient and employee satisfaction helps keep the vision alive with staff and ensure
movement in the correct direction.
With discussion of implementing bedside nurse shift report on the step-down
cardiac unit, the staff was overheard discussing the challenges of changing shift to shift
report. The leadership team and most of the staff understood that the current
processes of shift to shift report were ineffective and not a good fit for our patient care
delivery model. The staff expressed concerns related to lack of confidenre with a non-
traditional method of reporting, issues with confidentiality, and fear of situations where
Nurse to Nurse Communication 31
patients would talk or ask questions for extended periods, thus increasing the length of
time for the report. Other conrerns were related to the actual process itself, such as
what to do if the patient does not know the diagnosis or test results yet; what if the
patient is sleeping; and what if the patient is uncooperative with care and it needs to be
reported to the oncoming shift.
The benefits of the proposed bedside reported based on traditional report
inefficiencies and identified problems with the current report process offer an immediate
solution to many of the problems identified with other traditional methods. This new
style of report is informative, shorter, more individualized, and involves the patient.
Two of the hospitals Adult Care Units were chosen to implement the new bedside
shift to shift report. These units were chosen because of theirwillingness to embrace
new challenges, including the challenge of implementing bedside nurse report.
The process of bedside reporting was implemented with minimal resistance and
negligible unit disruption. Thorough planning and training, staff involvement, and open
discussions regarding the change made the process more sucffissful. Ongoing
feedback was provided to the staff regarding their performance of the new process and
positive behaviors were rewarded. Staff who had utilized the process in previous work
settings provided clarification and support to the staff and talked positively about the
change. The management team was key in reinforcing the new proffiss through
continuous coaching, supervision, and mentoring.
One of the biggest challenges encountered in implementing bedside report was
incorporation of the patient care assistant staff in the report proress. ldeally each
licensed nurse and the assigned patient care assistant coming on the shift would go on
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rounds together and receive report for the patients, thus allowing for delegation as
required by the nurse practice act. The number of licensed staff was more than the
unlicensed staff, making this approach difficult. Based on input from the staff, the
solution was for the patient care assistant to go on rounds with the nurse with whom she
shared the greatest patient assignment and then mmmunicate with the other nurses
prior to initiating patient care. This ensured that the nurses were prioritizing and
delegating the plan of care and that the patient care assistants were practicing within
their defined job description.
Several outcomes, including financial savings, increased patient, staff and
physician satisfaction, were observed on the unit after the implementation of bedside
nurse shift report. One financial outcome was a decrease in end-of-shift (incremental)
over time. During the first two pay periods of implementation the unit overtime rate
decreased by 4.33o/o, which equated to 38.9 hours. The decrease continued to happen
over the next several months to an all time low of 1.3Yo (6 hours) of incremental
overtime. The unit reported the lowest in the hospital. Bedside shift to shift report takes
less time than traditional taped report, which translates into financial savings.
Another outcome included numerous staff members positively mmmenting about
being able to better prioritize their shift work because they have visualized all of their
patients within the first 20-30 minutes of their shift.
An unanticipated outcome of the bedside report involved increased physician
satisfaction. Physicians were reporting, to the unit leadership, more informed nurses
when they called to the unit to inquire about their patients. Most notably, the physician's
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reported not hearing "l don't' know, I haven't seen the patient yet" from the nurses.
Patients were also commenting positively to their physician's about bedside report.
The biggest impact was to the patient's being cared for. Having the patient hand-
off and bedside report occur at the patient bedside including the patient, reassured the
patient that everyone knows what is going on and that the patient was the priority. The
outcome measure of this included formal daily rounds by the manager on the unit. The
four key areas monitored on the patient satisfaction smres for the unit were: a) how well
the nurses keep you informed; b) howwell the staff worked together to care for you; c)
how well your pain was controlled; d) the confidence and trust the patients had in the
nursing staff.
The patient satisfaction question related to pain was dropped from our outcome
measures after several months because asking about pain did not reflect paln
management satisfaction. There was an initial increase in the pain survey question, but
with no specific intervention to the treatment of pain. Thus it was felt this was not a
good indicator of bedside report effectiveness.
During manager's rounds on patients, overwhelming patient satisfaction was also
reported with many patient's stating "l feel safe," and "l know who my nurse is," and "l
know what's going on." ln addition satisfaction with current care the units "would you
recommend the hospital to family and friends" score increased significantly. Research
suggests that higher "would you recommend" scores translates to returning customers,
which is directly linked to profitability.
lncreased patient satisfaction was seen with the implementation of bedside shift
report. By involving the patients in their plan of care and keeping all caregivers updated
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on that plan, patients felt more secure, and were more likely to participate in their own
care. These satisfied patients were more Iikely to become loyal customers and return to
the facility for future ffire.
lncreased staff satisfaction with bedside report encouraged teamwork for all
shifts, promoted staff accountability, and ensured the nurse receives pertinent
information about the patient. The ability to prioritize patient care as well as patient
assignments may translate to increased staff satisfaction and engagement. This could
lead to retention, recruitment and decreased turnover costs.
Healthcare providers are barraged with managing complex medical information,
technology, and growing customer demands and expectations. Using traditional
communication techniques, such as taped or verbal report, no longer meets the current
patients' needs. Market forces, financial constraints, and consumer demands require
that patients be more involved in their care and bedside shift report is one way of
meeting these needs. Bedside shift report brings the patient closer to the goal of
collaborative decision making and increases patient satisfaction.
Learning needs were identified for the patient and the staff regarding the new
shift reports process, the goals, and the expected outcomes. Staff education on the
new shift report process was completed using multiple methods. Sessions were done
at various times of the day and night to accommodate all shifts and include self-learning
packets describing specific patient situations. Flyers announcing the change were
posted on the unit. Emails were also sent to the staff with more information. Education
was done within 2 weeks of the "go live" date to enhance staff retention of newly
learned information.
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During the educational offerings the initial focus was on the benefits to the staff.
By focusing on whaf's in itfor me, the staff was more apt to accept the change.
Specifics regarding bedside reporting including written handouts were provided in small
groups. lnformation included how to introduce the oncoming nurse and report process
for the patient, report content, maintaining patient privacy, exit statements and how to
address unusual circumstances (such as patient is sleeping, new diagnosis, difficult
family dynamics).
The cost of the implementation was real low 
- 
Regions Hospital invested in new
white boards for patient rooms to both help the patient understand what is planned for
them as well as give nurses a way to communicate important information to the patients
and families.
The education of the staff on the new process was simple in the fact that self
Iearning packets were developed with different scenarios. Staff was expected to
critically think about what aspects of the patient condition was significant and what
additional information needed to be passed along to the next nurse.
Establishing a patient centered approach to care delivery requires long-term
commitment. lt entails transforming the organizational culture to one that holds the
patient at the center. This approach to care is a journey, not a destination and one that
will require continued exploration and evaluation of new ways for nurses to collaborate
with patients.
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Chapter 5: Discussion
For well over a decade, there has been growing recognition of the enormous
benefits patient centered care offers to health ffire providers, patients and families in all
areas of health care. As hospitals, primary ffire practices, and health systems struggle
with issues related to quality, safety, HIPPA compliance, workforce capacity and the use
of technology, the need to renovate or build new facilities, and cost control, they are
recognizing that patient centered approaches and the perspectives of patients are
essential to their efforts.
Bringing the perspectives of patients directly into the planning, delivery, and
evaluation of health care, and thereby improving quality and safety is what patient
centered care is all about. Studies increasingly show that when health care
administrators, providers, and patients work in partnership, the quality and safety of
health care rise, costs decrease, and provider and patient satisfaction increase.
Advancing the practice of patient centered care with the implementation of a
bedside hand off identified four core concepts.
'/ Dignity and respect: Nurses listen to and honor patient perspectives and
choices. Patient knowledge, values, beliefs and cultural backgrounds are
incorporated into the planning and delivery of care.
'/ lnformation sharing: Nurses communicate and share complete and
unbiased information with patients in ways that are affirming and useful.
Patients receive timely, complete, and accurate information in order to
effectively participate in care and decision making.
{ Participation: Patients are encouraged and supported in participating in
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ffire and decision-making at the level they choose.
{ Collaboration: Patients and nurses collaborate in implementation,
evaluation, and the delivery of ffire.
The following steps can help set a hospital or unit on the journey of implementing
a patient centered approach to shift report.
1 . Assess the extent to which the core concepts of patient centered care are
currently implemented within the organization.
2. On the basis of the assessment, set priorities and develop an action plan for
establishing a patient centered approach to the bedside hand-off.
3. Provide education to staff on patient centered care and on how to collaborate
effectively to achieve improvements in patient safety and quality measures.
4. Provide opportunities for staff, leadership and physicians to hear patients
share stories of their health care experienres, perhaps during orientation or
annual education.
5. Monitor changes made, evaluate proffisses, measure the impact, and
continue to advance practice.
6. Celebrate and recognize success.
As hospital units move away from a traditional model of shift report to one that
is patient focused, health care providers realize that flexibility and innovation are
key to improving the patient care experience. Patients can exercise choices in
how things are done to enhance their control. Patients are supported in all
aspects of patient care through ongoing, two-way communication and encourage
patients to ask questions about their ffire and treatment and to identify potential
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safety hazards. Further it creates opportunities for patients, in collaboration with
nurses, to define what quality health care means to them, to preserve patient
confi dentiality without compromising communication, or impa iring the
coordination and continuity of care.
38
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Conclusion
Historically, care of patients both medically and from a nursing perspective has
been guided by pathways or pre-determined modules of care which clinicians followed
when caring for patients during their acute hospital stay. The TriCare report process
supports a new way of caring for and communicating with a patient that is guided by
each patient's individual needs. Potentially, nurses who use this approach will be able
to develop a plan of care that best meets the patient's needs, while improving their level
of satisfaction and the quality of their care.
Florence Nightingale (1859), in her book "Nofes on Nursing" was the first nurse
to publicly state the need for quality improvement in caring for the sick. She
emphasized the need for nurses to examine patient outcomes and make changes
based on findings. This adaptation to a patient's personal needs requires the nurse to
be flexible, respectful, and reciprocal when providing patient care. lf the patient's
expectations are not appropriate to the type of care needed to heal or if the patient
refuses a specific treatment that is known to influence one's quality of care, the nurse
must negotiate with the patient. Negotiation incorporates education, which is believed
to increase the patient's level of understanding. ln addition, negotiation allows the
nurse and patient to define a level of treatment that is specific to the patient needs but is
still seen as a quality indicator.
Having a consistent structure for report could improve information completeness
and accuracy and serve as a cognitive framework for nurses to organize disparate
information. Designing report tools tailored to specific outcomes may assist with
information synthesis during report. Consistent structure could improve report by
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allowing off-going nurses and on-coming nurses to anticipate content and streamline
and synchronize communication" Moreover, the report structure needs to allow
opportunities for face-to-face exchange of information, A quiet place away from
distractions and interruptions is an imperative to improve nurses'cognitive focus and
concentration.
Change of shift report which occurs several times a day in every unit in every
hospital needs to be recognized as a critical hand-off and respected for its importance.
Finally, this approach to a bedside hand-off is fairly comprehensive and includes
the basic principles to create the ideal patient experience. lt reflects a deeper approach
to clinical practices by focusing on critical thinking and actions. Action follows thought,
and if our thinking is changed we will find ways to create a culture that inspires
caregivers and reshapes the patient experience toward a more trusting and
cornpassionate environment where healing ffin begin.
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Report Template
For the taped portion of the TriCare report
1. Patient Name, f,g€, room number and primary diagnosis. *"this is for the
benefit of the GN/NM and those not taking care of the patient"*
2. DNR/DNI status
3. Falls precautions/bed alarm or if the patient is on 1:1 or jail patient
4. Cardiac rhythm
5. Loss of Consciousness
6. How the patient transfers (i.e., assist of 1 or 2)
7. NPO status (if applicable)
8. Other issues:
a. if patient is non-compliant
b. family issues
c. psyche issues/behavior/drug seeking
d. info that patient may not be aware of (new diagnosis of CA)
9, WHAT IS THE PATIENTS PLAN OF CARE FOR THE DAY!
The rest of the shift report will occur at the patient bedside between the offgoing
and on-coming nurse. This is the time to update the care board
**REPORT TIME SHOULD NOT EXCEED 5.7 MINUTES**
Augsburg College
Lindell Library
Minneapolis, MN 55434
